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Ankle–brachial index (ABI) measurement may be influ-
enced by age, body weight, race and anatomic variations of
the lower limb arteries (1). After the measurement has been
completed, the pulse locations of the lower limbs are found
by palpation. However, in 3.1% to 32.5% of the normal
population, the dorsalis pedis artery may not be palpable. In
such cases, Doppler ultrasound allows the dorsalis pedis
pulse to be located with great accuracy. The congenital
absence of the dorsalis pedis pulse occurs in only 2%
of the normal population when evaluated by Doppler.
Considering this rarity (0.18%), when the dorsalis pedis pulse
is absent, we use the pulse of the posterior tibial artery to
calculate the ABI. Therefore, when the pulse of the posterior
tibial artery is not detected by Doppler, a diagnosis of
peripheral artery disease is likely (2). According to the
American Heart Association guidelines, the ABI in our study
was calculated for each leg by dividing the greater value of the
posterior tibial or dorsalis pedis pressure by the greater value
of the right or left arm systolic blood pressure (according
to Doppler); as a marker of cardiovascular risk, the lowest
value obtained for the lower limbs should be used, thereby
increasing the accuracy of this method (1).
In our series, each patients with an ABI .1.3 was
considered to have no compressible arteries (more common
in diabetic patients) and was excluded. Although ABI
analysis may be imprecise in these cases, ’’The Strong
Heart Study’’ demonstrated that patients with ABI mea-
surements .1.4 had increased cardiovascular mortality, as
did the patients with ABI measurements ,0.9 in the same
study. An ABI .1.4 is also considered to be a strong
predictor of cardiovascular mortality (3).
The effect of antihypertensive drugs and statins on ABI has
been reported by some authors. Ichihara et al. studied the
effect of statins in patients with dyslipidemia and uncontrolled
hypertension. The authors observed long-term improvement
in aortic compliance with the use of fluvastatin, with no
changes in the blood pressure andABI values of these patients
(4). Similarly, a recent systematic review did not demonstrate
the influence of various antihypertensive drugs on ABI and
the progression of peripheral arterial disease in hypertensive
patients (5). In our study, 47% of the patients had ABI
measurements ,0.9 and all patients were prescribed statins,
angiotensin conversive enzyme inhibitors, angiotensin recep-
tor blockers, beta blockers and antiplatelet agents in similar
proportions. Therefore, if the effects of these medications on
ABI were important, we would likely find that ABI decreased
in a greater proportion of patients, which did not occur.
Finally, the correlation between ABI and the severity of
coronary artery disease has been demonstrated in several
studies that used the number of coronary arteries involved as
the criteria for the severity of coronary artery disease (CAD)
(6,7). At our institution, an inverse correlation between an ABI
measurementof,0.9 and theSyntax scorehasbeenobserved. In
an evaluation of elderly patients with CAD diagnosed by
coronary angiography, Falca˜o et al. have demonstrated that,
although an ABI ,0.9 was associated with the complexity and
extent of coronary disease (a higher proportion of patients with
lesionsB2andC), theSyntaxaverage score and theproportionof
patientswith Syntax scores.16were similar, regardless of ABI.
These findings indicate the need for more detailed studies (8).
& REFERENCES
1. Aboyans V, Criqui MH, Abraham P, Allison MA, Creager MA, Diehm C,
et al. Measurement and interpretation of the ankle-brachial index: a
scientific statement from the American Heart Association. Circulation.
2012;126(24):2890-909, http://dx.doi.org/10.1161/CIR.0b013e318276fbcb.
2. Makdisse M. I´ndice Tornozelo-braquial: Importancia e uso na pratica
clinica. Sa˜o Paulo: Segmento Farma;2004.
3. Resnik HE, Lindsay RS, McDermott MM, Devereux RB, Jones KL, Fabsitz
RR, et al. Relationship of high and low ankle brachial index to all-cause and
cardiovascular disease mortality: the Strong Heart Study. Circulation.
2004;109:733-9, http://dx.doi.org/10.1161/01.CIR.0000112642.63927.54.
4. IchiharaA,HayashiM,Koura Y, TadaY, Kaneshiro Y, Saruta T. Long –term
effects of statins on arterial pressure and stiffness of hypertensives. J Hum
Hypertens. 2005;19(2):103-9, http://dx.doi.org/10.1038/sj.jhh.1001786.
5. Lane DA, Lip GYH. Treatment of hypertension in peripheral arterial
disease. Cochrane Database of Systematic Reviews 2013;12:CD003075.
6. Sukhija R, Aronow WS, Yalamanchili K, Peterson SJ, Frishman WH,
Babu S. Association of ankle-brachial index with severity of angiographic
coronary artery disease in patients with peripheral arterial disease and
coronary artery disease. Cardiology. 2005;103(3):158-6, http://dx.doi.
org/10.1159/000084586.
7. Nu´n˜ez D, Morillas P, Quiles J, Cordero A, Guindo J, Soria F, et al.
Usefulness of an abnormal ankle-brachial index for detecting multivessel
coronary disease in patients with acute coronary syndrome. Rev Esp
Cardiol. 2010;63(1):54-9, http://dx.doi.org/10.1016/S0300-8932(10)70009-9.
8. Falca˜o FJ, Rodrigues Alves CM, Caixeta A, de Freitas Guimara˜es L, de
Sousa Filho JT, Soares JA, et al. Relation between the ankle-branchial
index and the complexity of coronary artery disease in older patients.
Clin Interv Aging. 2013;8:1611-6, http://dx.doi.org/10.2147/CIA.S52778.
Copyright  2014 CLINICS – This is an Open Access article distributed under
the terms of the Creative Commons Attribution Non-Commercial License (http://
creativecommons.org/licenses/by-nc/3.0/) which permits unrestricted non-
commercial use, distribution, and reproduction in any medium, provided the
original work is properly cited.
No potential conflict of interest was reported.
DOI: 10.6061/clinics/2014(09)14
READERS OPINION
654
